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MESSAGE FROM 


THE REGIONAL DIRECTOR 
WHO South-East Asia Region 


Dr Uton Muchtar Rafei 


The relentless spread of AIDS in the past few years 
has unfolded its grave health and socioeconomic 
consequences in a dramatic way. What is very clear is 
that the Human Immunodeficiency Virus (HIV) which 
causes AIDS knows no bounds. No one is immune. 
All countries and communities are vulnerable. 


The good news is that, in spite of the fact that there is 
yet no cure for AIDS, and no preventive vaccine, it 
has been demonstrated that a high level of 
commitment and sustained efforts can prevent the 
spread of HIV and minimise its future impact. 


This is a task for each one of us. Not just for 
governments and NGOs but for professionals and 
media, for communities, families and individuals. 


| urge you to join hands to address this serious public 
health and developmental challenge that is before us. 


Let us stop AIDS before it is too late ! 
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AIDS: THE GLOBAL PANDEMIC 


AIDS cases were first reported in the United States in 
1981. Since then, AIDS has spread throughout the world 
assuming the dimensions of a truly global pandemic. 


= Currently 33 million are living with HIV and facing 
death from AIDS, worldwide. 


mu Every day 11,000 new people are getting infected 
with HIV. 


= 90% of all HIV infections are in the developing 
world; the great majority in sub-Saharan Africa. 
WHO had earlier projected that if the pandemic 
continues, at the same pace, 30-40 million 
worldwide will have been infected with HIV by the 
year 2000, and 8-10 million of these would 
develop AIDS, the terminal stage of the HIV disease. 


m In parts of Africa, 25-30% of the general 
population is infected and will eventually die. 


The situation in Asia is a cause for much 
concern. The epidemic potential and its impact 
on this most populated region of the world is 
truly enormous. 
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AIDS IN SOUTH-EAST ASIA 


HIV/AIDS showed up late in the South-East Asia 
Region but is spreading very rapidly. 


The first patient with AIDS was diagnosed in 
Thailand in 1984, and HIV infections in most 


other countries were reported in 1986 or later. 


HIV first spread in populations with high-risk 
behaviour; now it has begun to spread in the 
general population as well. 


The estimated number of people infected with HIV 
in the Region, as of mid-1999 is 5.5 million. 


Countries with currently low HIV infection should 
not be complacent; because risk behaviours which 
fuel the epidemic are present in all countries. 


Although AIDS struck Africa many years before 
Asia, it is expected that by the year 2000 the 
number of persons infected by HIV every year in 
Asia will far exceed those in Africa. 


Therefore large increases in the number of 
patients with AIDS are expected in the future. 


WHY AIDS IS A SERIOUS PROBLEM 


AIDS is rapidly becoming the leading cause of disease 
and death worldwide. 


By 1989, AIDS had claimed 300,000 lives. By the 
end of 1998, nearly 14 million adults and 
children are expected to have died of AIDS 
worldwide. In 1998 alone, 5.8 million people 
were newly infected with HIV. 


In South-East Asia, more than 110,000 AIDS — 
cases have so far been reported; over 90% of 
them after 1993. Given the under diagnosis and 
under reporting, the actual number of AIDS cases 
is much higher. 


By the year 2000, WHO estimates that up to 2 
million Asians would develop AIDS and die, thus 
inflicting grave medical and socioeconomic 
consequences on countries, communities and 
families. 


We are confronting the most serious public 
health and developmental problem of our lives. 
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WHY AIDS CONTINUES TO SPREAD 


AIDS is immensely preventable provided that nations 
recognize it as an important public health and 
‘development threat and that all sections respond to 
their maximum capacity. 


The main obstacles which undermine effective 
response to AIDS allowing the disease to spread 
include: 


m Widespread denial and complacency - the attitude 
that AIDS only happens to someone else, 
somewhere else, and not to us! 


m Continuing unabated the myths and 
misconceptions about its cause, spread and 
methods of prevention. 


m There is neither a cure nor a preventive vaccine. 


The experiences in many countries, however, 
show that HIV can be prevented if there is 
government commitment to do so. The means of 
prevention are known, and _ preventive 
interventions are simple and available, but they 
must be applied fully and early in the epidemic. 


AIDS IN SOUTH-EAST ASIA: 
FIGURES TELL IT ALL 


There are more than 4 million persons infected 
with HIV in India, 950,000 in Thailand, 440,000 
in Myanmar and 25,000 in Indonesia. 


The HIV infection rate among injecting drug users 
in Bangkok rose from less than 1% in 1987, to 
40% within one year; and in Manipur (India) from 
1% in 1988 to 54% in 1989. The rates presently 
are 30% in Thailand, 77% in Manipur (India) and 
65% in Yangon (Myanmar). 


The HIV infection rate among commercial sex 


workers in Mumbai, India, in 1996 was 52%. 


In pregnant women, the HIV infection rates of 8% 
in Chiang Mai, 4.2% in Mumbai and 3-7% in 


parts of Myanmar have been documented. 


Children too have begun to face the brunt of the 
AIDS epidemic. The number of children reported 
sick with AIDS has risen from 2 in 1988 to 5,423 
iy 1799. 


AIDS: THE ADDED SPECTRE OF TB 


Tuberculosis (TB) is now the most important, life- 
threatening, opportunistic infection associated with 
HIV in many parts of the world including our Region. 


™ The statistics are alarming: 56% of AIDS patients 
in India, 80% in Myanmar, 75% in Nepal and 


60% in Thailand suffer from tuberculosis. 


= The parallel epidemic of TB is likely to lead to 
further spread of TB among the general, non-HIV 
‘infected population. Of serious concern is the 
emergence of drug-resistant-tuberculosis. 


@ WHO, in 1993, declared TB as a_ global 
emergency and called countries to adopt DOTS 
(directly observed treatment, short-course) as a TB 
control strategy. 


™ The target is to cure 85% of detected smear- 
positive cases by 2000, and to detect 75% of 
existing cases. 


Implementation of DOTS strategy requires 
commitment by governments to national TB 
control programmes, diagnosis by sputum 
microscopy, treatment under _ observation, 
regular drug supply, and monitoring and 
supervision through systematic recording and 
reporting system. 


AIDS: THE COST OF HEALTH CARE 


The lost productivity of a key demographic group — 
the young — is compounded by increased health care 
costs and its likely impact on the already fragile health 
care services. 


Large increases in the number of patients with AIDS 
are expected in the near future. Those with HIV will 
soon progress to HIV disease — AIDS. For example, 
between 1993 and 1996, there was a four-fold. 
increase in AIDS cases reported to WHO. 


In parts of Thailand, up to 50% of hospital beds 
are already occupied by AIDS patients. The HIV 
associated TB will put an extra burden on hospital 
services in the future. 


Many of the developing world's hard-won child- 
survival gains are being eroded and even reversed 
in some countries due to the HIV pandemic. 


mw The growing number of AIDS orphans and widows 


may create serious strain on social safety net 
programmes. 


The demand for care and treatment will soon 
place extreme pressure on health services. 


AIDS - THE ECONOMIC COST 


AIDS is not just a health problem; it has grave social 
and economic consequences as well. 


m AIDS is primarily a sexually transmitted disease; it 
mainly strikes adolescents, young adults, and 
those in early middle age, killing the very people 
on whom society relies for production and 
reproduction. 


m AIDS kills people in the prime of life, people who 
labour in the fields and factories, who run critical 
services like schools and hospitals, corporations 
and governments. 


m Growing absenteeism and replacements due to 
death from AIDS among the workforce strike at 
the root of industrial productivity and profitability. 


m The estimated cost of health care for an AIDS patient 
varies from US$800-1500 per year (even without 
anti-viral drugs). In case of death, the indirect cost to 
the economy may exceed US$ 22,000. 


m By the year 2000, the overall cost on account of 
AIDS is estimated at US$11 billion in India and 9 
billion in Thailand. 


Estimated Direct and Indirect Costs, 
Thailand 


Total by year 2000 
US$ 8.7 Billion 


$2.2 b 


 Diindirect Costs 
Wdirect Costs 


AIDS: WHO ARE AT RISK? 


AIDS recognizes no barriers and does not discriminate 
among nations. All countries and societies are 
vulnerable. 


m Experience shows that HIV, once established in a 
city or part of the country can spread rapidly. It 
has no regard for culture, colour, creed or class. 


m AIDS can strike people at any age — children and 
young adults, the ones still waiting to be born, 
and the elderly. Because of risk behaviours, young 
adults and women are, however, particularly 
vulnerable. | 


mw AIDS is a threat to both the rich and the poor; the 
educated and the illiterate; those living in cities 
and those in villages. 


m AIDS is everywhere. In every region of the world. 


How fast HIV spreads depends primarily on 
prevailing risk behaviours. How fast HIV is 
controlled depends on timely recognition by a 
country of the impending disaster, and on the 
availability of national resources and the 
capacities to combat it. 


AIDS: WOMEN ARE MORE VULNERABLE 


Almost half of all newly infected adults in the world 
are women. The number of infected women _ is 
expected to grow from 6 million presently to over 13 
million by 2000. Women are not only at greater risk 
of being infected, but AIDS affects them also as 
caregivers in the family. 


m Women are more vulnerable because of sexual 
subordination in many societies and cultures, 
compounded by factors like monogamous 
expectations only from women. 


m Women are more vulnerable because of 
economic subordination and because women 
often have no say in the matter of sexual 
relationships. 


m= Moreover, they have limited access to information 
and education messages and are 
disproportionately the receipients of blood or 
blood products that may be infected. 


Unfortunately, women are. often unfairly 
stigmatized as being reservoirs of HIV infection 
and blamed for transmitting it to others, 
including their offspring. 


AIDS: HOW IT IS CAUSED 


AIDS - Acquired Immuno Deficiency Syndrome - is 
caused by the Human Immunodeficiency Virus (HIV) 
which gradually breaks down the human body’s 
natural defence mechanisms leaving it a prey fo 
disease and unable to fight off other infections, 
leading, eventually, to death. 


m AIDS is a frightening hidden epidemic — a person 
infected with HIV may not show any manifestation 
of AIDS for 7-10 years and, all the while, the 
person can spread_ the infection through 
unprotected sex or unsate injecting behaviour. 


™ Once AIDS is diagnosed, the patient in a 
developing country may not survive for more than 
two years. 


m™ AIDS is a new and serious infectious disease. lt is 
not a curse or a punishment. 


At the moment, there is no known cure or vaccine 
which would protect against AIDS. However, the 
disease can be prevented by understanding how 
it is spread and through behaviour change by 
individuals who are at risk. 


AIDS: HOW IT IS TRANSMITTED 


HIV is spread only through the three following ways: 


1. Through an exchange of body fluids, primarily 
during sexual intercourse between an_ infected 
person and his/her partner (man to woman, 
woman to man, and man to man). 


2. Through exchange of infected blood during 
transfusion, or by skin-piercing instruments - e.g. 
sharing contaminated needles and syringes during 
injecting drug-use or rarely at health care settings. 


3. From an infected mother to her unborn child 
during pregnancy and delivery and, after birth, 
through breast-feeding. 


It is estimated that 80-90% of all HIV infections in 
South-East Asia are being acquired through sexual 
intercourse, followed by injecting drug use. 


Since HIV is primarily associated with high-risk 
behaviour, the disease can be prevented by 
bringing about changes in individual behaviour. 
All education programmes must therefore stress 
on this aspect. 


AIDS: HOW IT IS NOT SPREAD 


There are often many misconceptions prevalent about 
how HIV is transmitted. This is particularly true in an 
area where the epidemic is at an early stage. 


w It is, however, clear that HIV/AIDS virus is not 
transmitted through/by: 
— ordinary social interactions like hugging or 
shaking hands. 
— sharing of food utensils, toilets, telephones, 
swimming pools, etc. 


— looking after, living or working with persons 
having the infection. 


m HIV/AIDS is not spread by mosquito bites 
(Bedbugs, flies, lice, fleas and other household 
pests do not spread AIDS). 


m The act of donating blood carries no risk to the 
donor. Therefore, it is quite safe to donate blood. 


The lack of knowledge about how HIV is not 
transmitted can often lead to irrational fears 
and the tendency to stigmatize or discriminate 
against people living with HIV/AIDS. 


FACTORS THAT PROMOTE SPREAD: 
UNPROTECTED SEXUAL ACTIVITY 


Most HIV/AIDS infections are acquired through 
casual, unprotected sex 80%-90% HIV infected in the 
Region are transmitted through heterosexual contact. 


The most vulnerable men and women are those 


M engaging in sex with multiple partners and 
powerless to adopt/negotiate safer sex practices 
such as use of condoms. These may include 
workers, truck drivers, migrant workers, street 
children and other youth groups. 


B having sexually transmitted diseases (STD) such as 
genital ulcers and discharges; the risk of HIV in 
the presence of STD increases four-to-tenfold 


While men and women, both, are vulnerable to HIV 
the latter are more so because they can neither force 
their partners to use condoms nor may they have easy 
access to STD treatments. 


There is a great and urgent need to promote 
behaviours which enable the population to 
practise safer sex, and to provide services such 
as condoms and STD treatment. 


FACTORS THAT PROMOTE SPREAD: 
UNSAFE BLOOD AND BLOOD PRODUCTS 


Transmission through blood and blood products is the 
second most common method of HIV/AIDS spread. 
The factors facilitating this include: 


m Sharing unclean and used injecting equipment 
such as needles/syringes or occasionally via 
contaminated medical equipment at the health- 
care settings. 


™ Transfusing blood or blood products which have 
not been screened for HIV antibodies. 


Priority control strategies include promotion’ of sate 
injecting behaviour, mobilization of voluntary non- 
remunerative blood donation, promotion of rational 
use of blood by health care workers and ensuring 
screening for HIV of all donated blood prior to 
transfusion 


It is the responsibility of national AIDS control 
programmes to promote and implement these 
strategies in collaboration with various partners 
including non-governmental organizations, 
industry and other organized sectors. 


AIDS PREVENTION AND CARE - 
WHOSE RESPONSIBILITY? 


AIDS prevention is not just the responsibility of 
governments. It is everyone’s responsibility because 
AIDS affects us all — every section of the society. 


Individuals: 


Must adopt a lifestyle without risk of HIV. When in a 
situation of risk from sexual contact, they must use 
condoms. Moreover they should not discriminate 
against or stigmatize individuals and populations with 
risk behaviour. Instead, they must create an environment 
that enables people to change their behaviour. 


Families: 


Can instill good cultural values amount adolescents 
and young people, educate them about HIV 
prevention and provide support and care with 
compassion to those afflicted with HIV/AIDS. 


Society: 


Can counter discrimination against people with 
HIV/AIDS, help remove the stigma associated with the 
disease, promote a _ supportive environment to 
facilitate behaviour change, and ensure that persons 
with AIDS can live with dignity and remain in the 
mainstream of life. 


Policy Makers/Legislators: 


Policy makers have a very special responsibility - to 
show concern and ensure government commitment to 
fight AIDS, provide adequate resources for the 
national AIDS control programmes and monitor 
activities for their proper implementation. Legislators 
can ensure that the legal framework protects human 
rights of people with HIV/AIDS and allows them 
access to health care and other needs 


Professionals: 


Must use their skills for advocacy to promote sater 
sex, facilitate behaviour change, and mobilize a 
socially supportive environment. 


Youth: 
Should educate their peers about HIV/AIDS 


prevention, discuss issues related to sex and sexuality 
and facilitate safer sex behaviours. 


Health Personnel: 


Can provide clinical care and counselling services, 
and train others to provide care for the HIV/AIDS 
afflicted including at home. They must act as role 
models for their community as educators, counsellors 
and opinion leaders. 


Mass Media: 


Can present the facts accurately, objectively and 
responsibly to the public and not sensationalize the 
issues. They must avoid the use of incorrect and 
misleading terminology and ensure the confidentiality 
of people with HIV/AIDS. They can inform the general 
public and advocate with policy makers for effective 
response. 


Private Sector: 


Can play an important collaborative role in the 
planning, implementation and evaluation of AIDS 
prevention programmes in the workplace, put in 
place humane and rational policies to safeguard 
human rights of workers living with HIV/AIDS; raise 
awareness among general population and support 
national response. 


NGOs/Community Based Organizations: 

Can play the most crucial role at the community level - 
to educate people with risk behaviour. to provide care 
for people with HIV/AIDS and to advocate with 
governments for rational policies and appropriate 
responses to fight the epidemic. They must work in 
close collaboration with national AIDS programmes. 
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MEETING THE CHALLENGE: PRIORITIES 


The AIDS epidemic and its possible impact on 
societies and nations at large calls for dynamic 
leadership and political foresight that can hasten the 
transition from denial to realism, from complacency to 
action and mobilization of all resources. 


What all governments must do without delay: 


uw Allocate adequate resources, both human and 
material, for AIDS prevention and _ care 
programmes. 


m Expand programmes to the peripheral levels — 
decentralize programme activities to tne district 
and community levels. 


a Involve as many partners and sectors as possible 
in mounting a truly multisectoral response. Various 
government ministries, NGOs, private sector, 
academia must all get together. 


m= Counter discrimination and stigmatization of the 
vulnerable sections of the society, including 
people with HIV/AIDS and create an enabling 
environment to facilitate behaviour change. 


NGO’S PLAY A VITAL ROLE 


NGOs can provide critical support to AIDS control 
programmes, because they are people-oriented and 
more sensitive to the needs of those affected. 


What NGOs can do: 


Raise awareness in individuals, groups and 
communities on HIV/AIDS prevention and care, 
implement targetted intervention programmes for 
behaviour change in people engaged in high risk 
behavior. 


Provide and facilitate access to health services 
including treatment of STDs, especially for 
marginalized groups. They can promote condom 
distribution and use, and assist in mobilization of 
population for voluntary donation of blood. 


Advocate for human rights, counter discrimination 
against people living with HIV/AIDS and provide 
care and support at the community and home level. 


Become effective partners in the national response 
and participate fully in planning, implementation 
and evaluation of national as well as local-level 
AIDS programmes. 


AIDS: THE ROLE OF WHO 


The role of WHO in the fight against AIDS has been 
and remains crucial. During 1987-95, WHO's Global 
Programme on AIDS provided leadership in mounting 
worldwide response to the pandemic. 


As one of the co-sponsors of the joint and 
cosponsored UN programme (UNAIDS), WHO 
provides support to national programmes for AIDS 
prevention and control in the following areas: 


Assisting in the planning, implementation, 
monitoring and review of national responses to 
the epidemic. 


Integrating AIDS prevention and care programmes 
into primary health care and promoting multi- 
sectoral response. 

Training and national capacity building, 
particularly in public health areas. These include 
STD prevention, blood transfusion safety, clinical 
care and epidemiological surveillance. 


Collaborating with and providing technical input 
to UNAIDS and other co-sponsors in promoting 
rational and effective policies and strategies for 
HIV prevention and care. 


THE GLOBAL AIDS STRATEGY 


The three-pronged strategy adopted by the WHO 
calls for urgent action, commitment and solidarity to: 


@ Prevent HIV infection - 


by preventing sexual transmission; preventing 
transmission through blood; and_ preventing 
transmission from mother to child. 


™@ Reduce the personal and social impact of HIV 
infection and AIDS - 
by providing care and social support for people 
with HIV infection, their families and the 
community at the level of at least that customarily 
provided for people with other chronic and/or 
terminal diseases. 


= Mobilize and unify national and international 
efforts - 


by advocating action to reduce health, social and 
economic consequences, mobilizing resources, 
including human resources, and promoting 
partnerships with various sectors including NGOs, 
the private sector and community to tackle this 
epidemic. 


KEY TO PREVENTION 


Implementing large-scale information and education 
programmes is essential for HIV/AIDS prevention. The 
messages must however be sensitive to cultures, 
traditions, the environment, and the literacy levels of 
the people. 


Prevention intervention programmes must be 
targetted at populations with high-risk behaviour, 
as a matter of priority, 


AIDS education and information must also reach 
various population groups which include young 
people - in and out of school, factory workers, as 
well as the general population. 


Ensuring wider availability of and accessibility to 
condoms, and provision of STD case 
management services-as an integral part of 
prevention interventions is, indeed, crucial for 
facilitating behaviour change. 


Governments in collaboration with Red Cross 
societies and other NGOs have the responsibility 
to ensure safe blood transfusion through 
promotion of voluntary donations and screening 


of blood for HIV antibodies. 


EFFECTIVE APPROACHES: 
SONAGACHI INITIATIVE 


In 1992, a unique intervention programme to reduce 
the incidence of STDs including HIV was launched in 
Sonagachi, one of the oldest and largest red-light 
areas of Calcutta, India, with over 4000 sex workers 
and their clients in 370 brothels. 


Groups of sex workers were mobilized as peer 
educators and trained to disseminate information. 
A clinic provided free treatment for STDs and 
promoted preventive sexual health. 


In mid-1992, only 2.7% used condoms always or 
often. By mid-1995, 50.1% had begun to use 
condoms. Whereas earlier 80% had one or more 


STDs, the figure in 1993 came down to 59%. 


In 1996, HIV infection among sex workers 
continued to remain at around 1%. 


The sex workers have formed their own 
cooperative - the first of its kind in Asia — in which, 
among other items, condoms are sold at 
subsidized rates. 


The Sonagachi project demonstrates that peer 
education can bring about behaviour change 
and help keep HIV infection at a low level. 


EFFECTIVE APPROACHES: 
THAILAND'S 100% CONDOM 
PROGRAMME 


To prevent the rapid spread of AIDS, the Royal Thai 
Government launched an innovative programme in 
one province in 1989. By 1992, all 73 provinces in 
the country were participating in the 100% condom 
programme. 


The aim was to achieve 100% condom use in 
commercial sex encounters and contain the rapid 
spread of HIV among, and from, the commercial 
sex workers. 


The results were remarkable. While in early 1989, 
only around 14% of sex acts involved condoms, 
by 1995 the figure had risen to 90%; STD 
prevalence dropped steadily from 6.5 per 
thousand population in 1989 to 0.73% in 1995; 
and the HIV infection rate in young adults 


declined from 4.0% in 1993 to 2.2% in 1995. 


The success is attributed to a nationwide 
commitment, provision of adequate resources, a 
mass awareness campaign, free distribution of 
condoms and STD services, and enforcing the 
condom use laws strictly. 


EFFECTIVE APPROACHES: 
CONTINUUM OF CARE CONCEPT 


With HIV/AIDS increasingly affecting the young 
adults, leaving the elderly and the young ones 
unsupported, there is a need to shift the burden of 
care from hospitals to the community and the home. 


The comprehensive care concept encompasses 
medical treatment, nursing care, counselling and 


other social and psychological support for people 
with HIV/AIDS, their families and dependents. 


This requires establishing an effective mechanism 
for linkages between the different levels of care - 
hospitals, health centres, communities and 
homes - through a good referral network. 


Using this model - which integrates AIDS care as a 
part of general health services - hospitals will 
provide diagnoses, clinical management and 
treatment of acute conditions, while care in general 
is intended to be provided in a community setting 
by NGOs and in the home by family members. 


By involving communities, the quality of life for 
people living with HIV/AIDS can be substantially 
improved. 


HIV TESTING POLICIES 
The 45th World Health Assembly, to which all 


Member States were signatory, noted that “there is no 
public health rationale for establishing mandatory 
screening or any measures that limit the rights of the 
individual.” 


HIV testing is recommended only for: 


™ screening of blood including blood products, and 
organs and tissues for transplantation; 


# epidemiological surveillance, particularly HIV 
sentinel surveillance using unlinked anonymous 
HIV testing methodology; 


B diagnosis of HIV among those clinically suspected 
of having AIDS; and among asymptomatic 
persons who would like to know their HIV status 
under strict maintenance of confidentiality. 


Voluntary testing with the full and informed 
consent of persons concerned is appropriate and 
useful. Mandatory testing is not only counter- 
productive and wasteful, it is likely to drive 
those at high risk "underground" and therefore 
inaccessible to prevention and care services. 


OVERCOMING AIDS: NEED OF THE HOUR 


Governments can overcome AIDS in the context of 
their countries’ social, cultural and religious norms, 
through: 


Commitment — to make AIDS prevention and 
care an important priority and provide adequate 
resources necessary to combat it. 


Involvement — to get support and action from 
ministries concerned with health, youth, women, 
finance, planning, education, information, labour, 
agriculture among others and to network with the 
private sector, community groups and NGOs. 


Priority setting — qllocate resources to those 
activities that would have most impact by 
preventing HIV transmission and providing care 
and support. 


Reinforcement — of efforts to counter 
discrimination against people with HIV infection. 


Information — to counter misconceptions about 
HIV transmission with clear messages that must 
reach all those who are vulnerable, particularly 
adolescents and young adults. 


Additional information on AIDS can be 
obtained from the following WHO offices: 


BANGLADESH, DHAKA 

WHO Representative 

House No. 12, Road No. 7 
Dhanmondi Residential Area 
Dhaka-1000, Bangladesh 

Fax: 863247, Tel: 864653-55, 
866097-98, 862882 (WR) 
EMail: wit@whoban.bdoline.com 
(Friday closed) 


BHUTAN, THIMPHU 

WHO Representative 

Ministry of Health & Education 
Kawangjangsa 

Above Telephone Exchange 
Thimphu, Bhutan 

Fax: 23319 (WHO), 

Tel: 22864, 22940 

EMail: wrbhu@druknet.net.bt 


DPR Korea, PYONGYANG 
WHO National Programme Officer (NPO) 
The Ministry of Public Health 
Democratic People’s Republic of Korea 
Pyongyang, DPR Korea 

Fax: 850-2-381-4077, 

Tel: 421-4845, 421-7322, 
381-7571, 381-7570 (UNDP) 
EMail: inteanet fo, prk at undp,orct 


INDIA, NEW DELHI 

WHO Representative 

Room 534, ‘A’ Wing, 
Nirman Bhawan 

New Delhi-110011, India 
Fax: 3012450 (WR), 
3318607 (WHO) 

Tel: 3018955, 3792179, 
3017993, 3793632 

EMail: wrindia@whosea.009 


INDONESIA, JAKARTA 

WHO Representative 

UN Building, No. 14, 

Jalan M.H. Thamrin 
Jakarta-10350, Indonesia 

Fax: 323827 (WHO) 

Tel: 3141308 (15 lines), 3140066 
EMail: who@who.or.id 


MALDIVES, MALE 

WHO Representative 

G. Antares (Ground Floor), 
Husnuheenaa Magu 

Male, Republic of Maldives 

Fax: 324210 (WHO) 

Tel: 327519, 322410, 313564, 
314009 (WR) 

EMail: whomav@dhivehinet.net.mv 


MYANMAR, YANGON 

WHO Representative 

39, Shwetaunggyar Road, 

Bahan Township 

Yangon, Myanmar 

Fax: 511078 (WHO), 

544531 (UNDP) 

Tel: 511079,511075,511076,51 1080 


NEPAL, KATHMANDU 

WHO Representative 

UN Building, Pulchowk, Lalitpur 
Kathmandu, Nepal 

Fax:527756 (WHO), 523993, 
526921 (UNDP) 

Tel:523993, 523200 Ext. 1300/1301 
EMail: wr@who.org.np 


SRI LANKA, COLOMBO 

WHO Representative 

No. 226, Bauddhaloka Mawatha 
Colombo-7, Sri Lanka 

Fax: 502845, 
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